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Problem: Falls are considered never events, yet continuously occur in the inpatient setting. Falls,  
especially falls with injuries, impact the patients, the staff, and the hospital. Falls cause extended 
lengths of stay, affect the morale of the patients and the staff, and are non-reimbursable events.  
Context: There have been an increased rate of falls within a medical/surgical/telemetry unit  
microsystem at a Northern California hospital despite standardized screening and prevention 
tools. The unit can house up to 52 patients and is the designated Covid unit of the hospital at the 
time of this project.  
Interventions: The interventions include optimizing the patient’s environment using 
interconnected bed alarm and call light technology, as well as engaging staff and patients using 
an informational fall prevention care board for identified high fall risk patients. 
Measures: Evaluation measures will include visual room inspections and electronic medical  
record audits while tracking the overall inpatient fall rate within the microsystem over the period 
of the project. 
Results: A positive outcome through the implementation of the proposed interventions was  
achieved as shown by the overall decreased average inpatient fall rate within the unit. 
Conclusions: The proposed interventions were intended to ease real-time bed alarm discovery  
and engage and involve staff in the creation and implementation of fall prevention ideas; this was 
to promote accountability within the staff themselves as well as encourage innovative solutions 
to unit problems going forward. The inclusion of bedside staff throughout the development and 
implementation of the project ensured continued adherence and prompted continual project 
revision towards success. 
Keywords: safety, fall prevention, injury, hospital, California, alarm, care board  
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Section II:  Introduction 
Approximately 700,000 to 1,000,000 hospital patient falls occur in the United States each 
year (Agency for Healthcare Research and Quality [AHRQ], 2021). Nationally, fall rates and 
outcomes in large part determine government subsidies, oversight, and penalties as well as the 
customer’s perception of care. Locally, fall rates affect a facility’s budget, staffing, and morale. 
Hospital falls lengthen the average patient’s length of stay and increases the chance of both 
patient and staff injury (Dykes et al., 2020). Fall injuries negatively affect the patients, the staff, 
and the organization.  
A large health system’s mission is to provide affordable, high-quality healthcare to 
improve the health of whomever it serves. This aligns with a project centered on improving 
overall patient outcomes by preventing harm caused by patient falls. Preventing inpatient falls 
decreases medical expenses for the patient and the organization and lowers overall lengths of 
stay. The purpose of this quality improvement project was to identify the current rate of 
preventable falls in a unit microsystem of a Northern California hospital (NCH) and implement 
at least two interventions to reduce fall rates over a period of four months. 
Problem Description 
The chosen unit of an NCH was a general medical/surgical/telemetry unit able to house 
up to 52 patients. There were 26 rooms, each configured to fit up to two patients, arranged in a 
formation that resembled the capital letter “I” from an overhead perspective. The auditory alarms 
on the unit were often difficult to pinpoint accurately as the acoustics caused echoes in the 
hallway. The unit was also not located within the building housing all other units of the hospital; 
due to its location, the unit became the designated Covid-19 unit in March of 2020 for all non-
critical adult patients admitted to the hospital. Due, in large part, to the extensive and abrupt 
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changes made on the unit to accommodate the new designation, the occurrence of never events 
such as patient falls became more prevalent.  
A unit microsystem assessment found that the assistant nurse manager’s role included 
regular audits for the prevention of hospital-acquired infections and patient injuries (see 
Appendix A). However, the focus on reactive measures left a gap in current inpatient fall 
prevention procedures. Injuries, whether patients or employees, negatively impact the individual 
as well as staff morale and overall hospital staffing needs in addition to increased costs due to 
injuries sustained ranging from a few thousand to tens of thousands of dollars (Constantinou & 
Spencer, 2021). All these metrics are directly correlated with increased patient lengths of stay. 
According to a literature review by Dykes and Hurley (2021), over 90% of inpatient falls, 
regardless of type (i.e., physiologic, or accidental), are preventable with the appropriate 
interventions.  A total of 12 falls occurred in this unit from January 2021 to June 2021.When this 
statistic of 90% is applied to these falls, it is clear that the truly non-preventable patient falls 
numbered less than two. Most of the falls (N=8) occurred between the hours of midnight to 8:00 
in the morning. In the prevention of two falls, two staff members were injured when assisting 
patients either to the ground, the chair, or back to the bed. Beginning in 2009, evidence has 
suggested that fall prevention can be condensed into three steps: effective screening tools, 
personal fall prevention plans, and consistent implementation of these plans (Dykes & Hurley, 
2021).  The assessment found the unit was having the most difficulty with the last step of fall 
prevention either due to insufficient staff knowledge or willingness, or environmental barriers 
such as the dated wiring in the building being incompatible with current technology. 
The three most audited metrics in the unit microsystem were patient ambulation, oral 
care, and correct skin and wound assessments; these three metrics were audited every shift of 
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every day. Through diligent care and improved communication between staff, the hospital unit 
focused on these risks to promote patient outcomes and safety . However, despite diligent car 
and same shifts audits and communication, falls increased. There was an increase in the 
incidence of both patient falls and patient-handling-related staff injuries related to preventing 
falls, with most hospital falls occurring in the chosen unit since the beginning of 2021. There was 
a gap in both the use of individualized patient fall prevention plans as well as the consistent 
implementation of these plans. 
Available Knowledge 
PICOT Question 
In patients on the medical, surgical, and telemetry unit (P), how does the use of bed 
alarms with visual cues and fall prevention care boards (I) compared to usual prevention methods 
(C) affect fall rates (O) within three months (T)? 
Review of Literature 
A literature review was conducted using multiple databases to search for current 
evidence-based practices related to inpatient falls and fall prevention. The databases included 
PubMed, the Cumulative Index to Nursing and Allied Health Literature (CINAHL), and Elton B. 
Stephens Co. (EBSCO). The keywords used during the searches included: “falls,” “fall 
prevention,” “inpatient fall,” “fall injury,” “fall safety,” and “patient safety.” The database 
searches were limited to articles based within the United States in the year 2016 and after. 
Seventeen articles were found matching the criteria. Of the seventeen articles, five articles were 
chosen for further review due to their relevancy and their conclusions’ applicability to the unit 
microsystem. The articles chosen included qualitative studies, retrospective studies, systematic 
reviews, and quality improvement studies (see Appendix B). 
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A retrospective single-hospital case study by Constantinou et al. (2021) found that the 
highest percentage of patients with an injury post-fall within their respective inpatient hospital 
setting occurred in the patients’ rooms between midnight and 06:59 A.M., with the highest 
percentage of falls resulting in injury occurring in the Oncology unit. While analyzing the 
circumstances that lead to injurious falls, the researchers posed that although previous studies 
found the highest incidence of injurious falls occur with post-surgical patients, oncology patients 
had the highest percentage of falls with serious injuries. Serious consideration is required when 
analyzing not only the rate of falls, but also the underlying factors that contribute to negative 
patient outcomes to effectively implement a successful quality improvement process. This study 
rated as a V B according to the Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) 
guidelines in evaluating evidence level and quality. 
A non-randomized controlled trial by Dykes et al. (2020) was conducted to examine the 
effects a fall prevention tool kit has on the rates of patient falls. It included 37, 231 patients from 
14 medical units within three separate academic medical centers from the years 2015 to 2018. 
The researchers found a 15% reduction in overall falls and an over 30% reduction of falls 
resulting in injury, regardless of severity. The tool kit used focused on patient and family 
engagement with the fall prevention process throughout their inpatient experience. This study 
rated as a II A according to the (JHNEBP) guidelines in evaluating evidence level and quality. 
Using qualitative semi-structured interviews, Fehlberg et al. (2020) identified nine over-
encompassing themes that contribute to fall prevention from the staff nurse’s perspective: 1) falls 
prevention policy compliance, 2) fear, 3) adequate staffing/patient workload, 4) value of bed 
alarms, 5) trust, 6) duty to preserve dignity/independence, 7) risk versus benefit, 8) nurse 
judgement, and 9) fall prevention interventions. The purpose of the study was to examine the 
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decision-making process of the registered nurses when promoting fall prevention to better 
understand how nursing administrators and leaders can promote a culture of accountability and 
autonomy. They concluded that a multi-level approach to fall prevention policies centered on 
staff accountability, self-reflection, and autonomy. This study rated as a III B according to the 
(JHNEBP) guidelines in evaluating evidence level and quality. 
A systematic literature review by McConville et al. (2021) revealed five themes 
describing the barriers to the success of inpatient fall prevention programs: 1) provider beliefs 
and practice, 2) lack of provider knowledge, 3) time constraints, 4) patient engagement, and 5) 
financial issues. A large gap in the lack of screening and assessment of fall risk factors for older 
adults was found. They concluded that the use of evidence- and theory-based toolkits, or 
algorithms, are effective interventions in reducing falls. This study rated as a III A according to 
the (JHNEBP) guidelines in evaluating evidence level and quality. 
A retrospective chart review by Taylor et al. (2020) were analyzed for injury and fall 
circumstances. It compared 1,134 adult inpatient falls in 2017 to 1,235 falls in 2001-2002. 
Severe injuries resulting from falls declined from 6% to 2.4% within the last 15 years, although 
the most common circumstance for falls remained to be elimination-related issues with 28% 
occurring from nocturnal toileting; 80% of falls related to nocturnal toileting occurred when 
patients mobilized without waiting for assistance. The findings promote the use of current fall 
prevention practices in the reduction of severe fall-related injuries. This study rated as a V B 
according to the (JHNEBP) guidelines in evaluating evidence level and quality.  
Inpatient falls are an ongoing and complex issue affecting a majority of hospitals in the 
United States. The complexity of patient fall prevention can be broken down to smaller, more 
easily measured and understood, themes that hold true to a plethora of differing patient 
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populations. The prevalence of these themes suggests the focus of fall prevention projects should 
focus on having consistent and reliable fall prevention protocols throughout the healthcare 
continuum while accounting for individual patients’ needs. Interventions that broadly promote 
evidence-based practices must also account for the possible barriers preventing effective 
implementation. A Clinical Nurse Leader (CNL) must be able to interpret and apply the current 
evidence-based data to the clinical setting in order to fulfill the role of an effective outcomes-
manager (AACN, 2013). 
Rationale 
Applying Kotter’s Eight Step Process for Leading Change (Townsend et al., 2016) to the 
fall prevention process provided structure and a series of steps to follow and validate throughout 
the change process (see Appendix C). Utilizing the first four steps of Kotter’s Eight Step Process 
for Leading Change, the CNL met with both leadership and staff to reaffirm the need for change 
in fall prevention while simultaneously identifying key members as part of a guiding coalition. 
Most importantly, a change strategy was developed through a passionate volunteer army (see 
Appendix D). This coalition assisted in both identifying and removing barriers while generating, 
promoting, and sustaining successes in preventing falls (see Appendix E). The last step of 
Kotter’s theory encompassed solidifying the changed or improved states of the change to engrain 
it into the culture through the consistent adherence and peer-to-peer validation of the staff. 
Aim 
The aim of this project was to implement two interventions—linking bed alarms to 
patient call lights and using fall prevention care boards—for fall risk patients to reduce fall rates 
by 50% and eliminate severe injuries related to falls within three months. The global aim of this 
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project was to standardize the implementation of the fall prevention program based on current 
evidence-based practice on the chosen unit of a NCH by December of 2021.  
Section III:  Methods 
Context 
Unit specialty designations in the inpatient setting, such as neurology, burn, and oncology 
help provide patients with certain illnesses a more effective standard of care through the use of 
uniquely trained and certified staff with extensive experience in their specialty areas 
(Constantinou et al., 2021). The NCH unit chosen was designated as a 
Medical/Surgical/Telemetry unit without specialty. However, due to the ongoing Covid 
pandemic and the unit’s unique position outside of the main hospital building, it gained the 
designation of the specialty Covid unit for non-critical patients. Circumstances affecting the 
macrosystem and mesosystem of the hospital during the pandemic required rapid and large 
changes within the microsystem to effectively cope with the challenges presented. 
 According to the five essential goals, also known as the five P’s of the microsystem by 
Barach and Johnson (2006), the essential information for microsystem leaders includes purpose, 
patients, professionals, processes, and patterns. The purpose of the unit evolved to be the 
bulwark of the hospital mesosystem against the pandemic. As the number of Covid-19 patients 
fluctuated over months, the unit was once again relegated as an essential mixed unit that ensures 
patients who fall outside of other specialties receive the optimal required care. The only 
constraint of the medical/surgical/telemetry unit microsystem was that the patient’s weight could 
not be above 300 points unless they were positive for Covid-19.  The essential professional staff 
of the unit (outside of leadership and ancillary staff) was made up of registered nurses, patient 
care technicians, and unit assistants. Ongoing interdisciplinary processes required constant 
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revision due to the pandemic and patterns were more difficult to recognize, analyze, and 
improve. Each had integral roles within the microsystem and were the driving force in the 
improvement of bedside care (Fehlberg, 2020). 
 The completed strengths, weaknesses, opportunities, and threats (SWOT) analysis 
highlighted the opportunities for improvement including consistent staff education regarding fall 
prevention, purposeful nurse leader rounds of both patients and staff, and ensuring the 
appropriate use of available fall prevention alarm devices (see Appendix F). According to 
Constantinou and Spencer (2021), the average expenses associated with patient fall injuries 
range from $3,500 to $27,000 and add an average of 6.3 days to each patient’s length of stay. 
This can significantly increase the resource burden on the hospital and the unit while increasing 
the associated healthcare bills of the patients themselves. Effective and easily implementable 
interventions are key in decreasing costs associated with post-fall patients by investing in 
prevention rather than reconciliation (see Appendix G).  
Intervention 
 Interventions included the creation and implementation of fall risk care boards that were 
used for all patients identified as fall risks. The Northern California hospital of this paper 
primarily used the evidence-based Schmid Fall Risk Assessment Tool on all admitted adult 
patients; patients who received a score of three or higher using the tool were considered a high-
risk for falls (see Appendix H). The primary nurses were tasked with the accurate and timely 
completion of the fall prevention care boards for every high-risk fall patient; these patients were 
easily identified through the posting of these boards on the patient’s room doors. The boards 
were laminated papers that contained a large picture of a falling leaf as well as a diagram of the 
fall prevention protocol, which outlined when extra safety devices such as fall mats were 
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necessary (see Appendix I). The boards were continually reviewed and validated by the staff 
during the project.  
Also, bed and chair alarms needed to be correctly connected to the call light system so 
that each alarm had both an auditory and visual component to ease the identification of the 
alarm’s source. Each patient room had a call light system that allowed patients to alert the staff 
for assistance as well as remotely communicate with the employees at the nurse station. All 
inpatient beds available on the floor were equipped with attachment modules that allow bed 
alarms to be connected to the call light system when appropriately fastened. Unfortunately, some 
of the rooms did not have this system as wiring within the wall infrastructure was unable to 
support it. 
 After the creation of the initial care board as well as the identification of staff champions, 
floor staff were educated on the implementation of these interventions during huddle, which is a 
regular team meeting for all workers, on each shift. Staff champions continually reinforced the 
importance of adherence to the proposed interventions and promoted staff accountability. The 
nurse leaders of the unit promoted the accountability of the staff and encouraged the staff to 
‘speak up’ when unsafe practices occurred. Patients and their visitors were verbally educated on 
the use and importance of fall risk prevention tools, which was reinforced by the availability and 
visibility of the care board.  
Patients identified to be at a high fall risk had their bed alarms linked to the nurse call 
light so that bed alarms could be identified easily both visually and auditorily. The physical 
layout of the unit as a series of hallways made it difficult to identify the direction of a singularly 
auditory alarm. Integrating the bed alarm with the call lights also allowed remote communication 
with those in the room when a bed alarm activated. Implementing a fall prevention care board 
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allowed staff who may not be familiar with the patient to assist in an emergency situation, such 
as a patient actively getting out of bed, without a report from the provider or having to search for 
the patient’s chart; this was essential for patients who were confused or unable to communicate. 
A fall prevention care board provided critical information about the patient’s ambulatory and 
toileting status with a glance. 
Study of the Intervention 
Assessing the impact of the proposed interventions primarily depended on the patient fall 
rates during and after the interventions were implemented. The population criteria of the project 
included all adult patients admitted to the medical/surgical/telemetry unit of an NCH who were 
identified as high-risk for falls according to the fall risk assessment tools used. This criterion 
included patients of all backgrounds and demographics including, but not limited to, patients 
presenting a history or current diagnosis of: Covid-19, dementia, delirium, alcohol withdrawal, 
and sepsis. 
 The main exclusion criteria included patients on comfort care as well as patients 
identified as possibly harmful to themselves. Frequent electronic chart audits as well as in-person 
room scans were completed to effectively measure intervention efficacy and implementation. All 
patients were included within the Plan, Do, Study, Act (PDSA) cycle if they did not meet 
exclusion criteria (see Appendix J). The initial cycle involved the staff champions, in which the 
initial care board was created and implemented so that data could be gathered and examined so 
processes were improved upon. The next cycle involved all patients not requiring special 
isolation precautions such as Covid-19, while the last cycle encompassed the whole unit. The last 
cycle was repeatable due to the regular need to validate and revise the efficacy of the care boards 
at the bedside. 
15 
Measures 
Measures were chosen for studying the processes and outcomes of the interventions. The 
main outcome measure was the overall patient fall rates for the duration of the project. The fall 
rate was defined by the total number of patient falls over the number of patient days; this 
information was collected through the electronic health record (EHR) and Electronic 
Responsible Reporting Forms (ERRF), which are mandatory reports after a patient fall occurs. 
This was chosen as it is a mandatory part of fall reconciliation and because it gives a narrative of 
the events leading to the fall. The ERRF also must be validated by managers and reported to the 
directors to resolve lingering questions or concerns regarding the events that took place, the 
processes that may or may not have been followed, and how to prevent similar events from 
happening in the future. 
Process measures included the number of patients with a board being used in comparison 
to the number of identified high-risk fall patients and the number of patients with connected bed 
and/or chair alarms over the total high-risk fall patients. This showed the sustained adherence of 
the staff to the project interventions and allowed for the real-time evaluation of the proposed 
communication plan’s efficacy. This also allowed the synthesis of both a percent adherence to 
the interventions as well as percent value of high-risk for fall patients within the unit. Visual 
validation of boards in conjunction with electronic validation of fall risk scoring also 
consolidated some of the mandatory audits already in place. Balancing measures included the 
measurement of restraint use on the unit through visual inspection and electronic verification 
excluding patients who were on comfort care and patients identified as at risk for harming 
themselves or others. 
Ethical Considerations 
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 This project has been approved as a quality improvement project by faculty using QI 
review guidelines and does not require IRB approval (see Appendix K). Patient-centered care 
and advocacy are concepts that are central to the role of the nurse (American Nurses Association 
[ANA], 2015). Guardianship epitomizes the second and third provisions stated by the ANA 
(2015) as essential in promoting patients’ overall health and advocating for patient safety. This 
aligned with the Jesuit value of cura personalis by promoting and respecting each patient’s 
individual health, whether physical, intellectual, or spiritual, and their autonomy (University of 
San Francisco [USF], 2021). This project was intended to embody the concept of caring for the 
whole person through the integration of multiple interventions that take the patient’s individual 
needs into account to improve overall outcomes.  
This project aligned with the Jesuit value of people for others by exemplifying the goal of 
improving the lives of others through continuous self-reflection and improvement (USF, 2021). 
As a profession built on caring for others, nursing is considered one of the most trusted and 
compassionate professions in the world (King et al., 2019). The seventh provision of the ANA 
Code of Ethics (2015) is exemplified by the commitment of the nurse to the ongoing 
advancement of the nursing profession. A profession requires continuous reflection, 
improvement, and dedication because to society, a job is what you do, but a profession defines 
who you are (Weberg, et al., 2019). As such, a profession is not constrained by hours worked, 
but is a constant and conscious vigilance of practice through an ever-expanding foundation of 
knowledge verified by continual evidence-based practice (King et al., 2019). A Clinical Nurse 
Leader plays an even larger role by actively researching, promoting, and implementing practices 
rooted in evidence to promote patient outcomes (King et al, 2019).  
Section IV: Results 
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Outcome Measure Results 
 Overall patient falls have decreased in the duration of the project. Initially, there were 12 
falls in a 6-month period from January 1, 2021 to June 30, 2021. After the implementation of this 
project, there have been four patient falls to date since July 1, 2021; this was a significant 
decrease of 50% less patient falls compared to the previous three-month interval, which met the 
goal over four months (see Appendix L). This data also translates to 0.87 patient falls per 1,000 
patient days, which met the target of <2 on the project charter. 
 A fall prevention care board was developed and implemented for use on the unit to 
identify high fall risk patients. The board was correctly used for 90% of identified high fall risk 
patients who met the inclusion criteria. This is a positive expected result as it meets the target 
outlined in the initial project charter. 
 Unfortunately, the end-goal of the use and verification of the bed alarm call light system 
for all patients was not met due to the environmental barriers such as insufficient infrastructure 
to support the system in all rooms of the unit. This is due to the dated structure of the building; 
the available modules and connections embedded within the wiring of some rooms were unable 
to connect to the bed alarms However, there was a 92% compliance with the linkage of the bed 
alarm to the call light for all compatible rooms throughout the project. This met the target as 
initially outlined within the project charter. 
Section V:  Discussion 
Summary 
 As the fall risk assessment of all patients has been an ingrained part of the unit care 
culture, the adherence to the use of the Schmid scale remained at 100% for the duration of the 
project. The use of the Schmid scale has been an ongoing expectation for every shift of all 
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nurses, allowing an evidence-based fall risk assessment tool to be leveraged into the 
implementation of this project.  
 Currently, the call light linking to the bed alarms has had the most positive reception 
from the care staff, which encourages its continued application. Although not all rooms or beds 
are completely compatible, preferred usage of this system has assisted the staff in preventing 
potential patient falls. This is a successful intervention in both its practicality and ease of use; 
one only must ensure that the bed is appropriately connected to the pre-built wall sockets. This is 
also easily scalable and sustainable as it merely requires more of the bed connectors with very 
little mandatory staff education. 
 The fall prevention care board, however, was and will continue to be an ongoing project 
to be routinely reviewed and updated as the information may change widely from patient to 
patient and should be tailored for each floor’s needs. For example, as the unit has been converted 
to a floor specializing in non-critical Covid patients, oxygen and tethers have evolved to be one 
of the largest considerations when ambulating patients at risk for falls. Although the use of the 
care boards has reached the target, it may be difficult to sustain without continual review and 
periodic validation. 
Conclusions 
 Patient falls affect much more than the patients themselves. The project was founded 
upon current evidence-based proven practices to improve the patient fall rates of the unit 
microsystem with the intent to provide a standardized and sustainable fall prevention program. 
One of the most important facets of this project’s success was the staff’s passion and patience in 
developing and implementing the interventions. Any intervention developed without end-user 
input faces even more barriers than one developed and validated by the staff themselves; in 
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effect, ensuring the involvement of bedside staff throughout the whole process promotes overall 
adherence and sustainability.  
Through the process of implementing and sustaining this project, the staff became more 
vocal of bedside problems and more willing to put forward ideas for quality improvement. The 
success of this project encourages the development of similar evidence-based improvement 
projects to both improve patient care and promote best practices, especially practices that ease 
the burden of care at the bedside. Problems at the bedside are better solved by processes 
validated at the bedside.  
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Section VII: Appendices 
Appendix A 
Inpatient Unit Profile 
A. Purpose: 
Why does your unit exist? To provide safe, competent, and ongoing care to non-critical patients admitted in the hospital setting. 
 Site Contact: George Tutu Date: 03/10/2021 
Administrative Director: Gertrude Tiangco Nurse Director: Esperanza Chavez Medical Director: Rob Azevedo 
B. Know Your Patients:  Take a close look into your unit, create a “high-level” picture of the PATIENT POPULATION that you serve.  Who are they?  What 
resources do they use?  How do the patients view the care they receive?        
Est. Age Distribution of Pts: %  List Your Top 10 Diagnoses/Conditions  Patient Satisfaction Scores % Always 
19-50 years 13  1.Sepsis (unspecified) 6.NSTEMI  Nurses 86.3 
51-65 years 25  2.Sepsis (specified) 7.HTN  Doctors 88.3 
66-75 years 28  3.COVID 19 8.PNA  Environment 79.4 
76+ years 34  4.CKD 9.GIB  Pain n/a 
   5.COPD 10.UTI  Discharge % Yes 82.0 
% Females 51     Overall % Excellent 82.4 
Living Situation  %  Point of Entry %  
Pt Population Census: Do these numbers 
change by season? (Y/N) 
Y/N 
Married  36  Admissions 100  Pt Census by Hour Yes 
Domestic Partner <1  Clinic <1  Pt Census by Day Yes 
Live Alone  15  ED 89  Pt Census by Week Yes 
Live with Others  18  Transfer 10  Pt Census by Year Yes 
Skilled Nursing Facility 15  Discharge Disposition %  30 Day Readmit Rate Yes 
Nursing Home <1  Home 55  Our patients in Other Units Yes 
Homeless <1  Home with Visiting Nurse 16  Off Service Patients on Our Unit Yes 
Patient Type LOS avg. Range  Skilled Nursing Facility 15  Frequency of Inability to Admit Pt Yes 
Medical 4.2 1634  Other Hospital <1  
*Complete “Through the Eyes of Your 
Patient”, pg 8 
Surgical 6.1 270  Rehab Facility <1  
Mortality Rate <1  Transfer to ICU <1  
C. Know Your Professionals:  Use the following template to create a comprehensive picture of your unit.  Who does what and when?  Is the right person 












Admitting Medical Service % 
MD Total TPMG n/a n/a n/a n/a Internal Medicine 87 
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Hospitalists Total TPMG n/a n/a n/a n/a Hematology/Oncology <1 
Unit Leader Total      Pulmonary <1 
CNSs Total      Family Practice <1 
RNs Total      ICU 0 
LPNs Total      Other 10 
LNAs Total      
Supporting Diagnostic Departments 
Residents Total      
Technicians Total      Respiratory 
Secretaries Total      Lab/ Blood bank 
Clinical Resource Coord. TPMG     Imaging/ Radiology/ Cath Lab 
Social Worker      Cardiac Clinic 
Health Service Assts.       
Ancillary Staff       
Do you use Per Diems?    ___X__Yes         ______NO Staff Satisfaction Scores % 
Do you use Travelers?    ___X__Yes         ______NO How stressful is the unit?   % Not Satisfied 22 
Do you use On-Call Staff?    ______Yes         __X___NO Would you recommend it as a good place to work? % Strongly Agree 87 
Do you use a Float Pool? ___X__Yes         ______NO    
*Each staff member should complete the Personal Skills Assessment and “The Activity Survey”, pgs 10 - 12  
D. Know Your Processes:  How do things get done in the microsystem?  Who does what?  What are the step-by-step processes?  How long does the care 
process take?  Where are the delays?  What are the “between” microsystems hand-offs?   
1. Create flow charts of routine processes.  
Do you use/initiate any of the following? 
Capacity # Rooms __26_ # Beds_52_ 
a) Overall admission and treatment process 
Check all that apply 
b) Admit to Inpatient Unit 
X  Standing Orders/Critical Pathways 
# Turnovers/Bed/Year _1904__ 
c) Usual Inpatient care  X  Rapid Response Team 
d)  Change of shift process   Bed Management Rounds Linking Microsystems 
e)  Discharge process X  Multidisciplinary/with Family Rounds ER, ICU, Oncology, Neuro, M/S, Hemodialysis,    
f)  Transfer to another facility process   Midnight Rounds PACU, OR 
g)  Medication Administration X  Preceptor/Charge Role  
h)   Adverse event X  Discharge Goals  






PICOT Question:  In patients on the medical, surgical, and telemetry unit (P), how does the use of bed alarms and fall prevention 
care boards (I) compared to usual prevention methods (C) affect fall rates (O) within three months (T)? 




Constantinou, E., & Spencer, J. (2021). Analysis 
of inpatient hospital falls with serious injury. 









None The highest percentage of patients 
with an injury post-fall were 
assessed to be occurring in the 
patients’ rooms between midnight 
and 06:59 AM. Over 70% 
sustained major injuries and 
approximately 67.9% had altered 
mobility prior to the fall. 
 
The CNL can incorporate the 
knowledge found in analyzing the 
demographics of the patients 
experiencing injuries after falls 
(American Association of Colleges 
of Nursing [AACN] 2013). As a 
Clinician Designer/coordinator/ 
integrator/evaluator of care to 
individuals, families, groups, 
communities, and populations, a 
CNL is able to understand the 
rationale for care and competently 
deliver this care to an increasingly 
complex and diverse population in 
multiple environments. The CNL 
provides care at the point of care 
to individuals across the life span 
V B 
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with a particular emphasis on 
health promotion and risk 
reduction services. 
Study Design Sample Outcome/Feasibility 
Evidence 
Rating 
Dykes, P., Burns, Z., Adelman, J., Benneyan, J., 
Bogaisky, M., Carter, E., Ergai, A., Lindros, M. 
E., Lipsitz, S., Scanlan, M., Shaykevich, S., & 
Bates, D. (2020). Evaluation of a patient-centered 
fall-prevention tool kit to reduce falls and 
injuries: A nonrandomized controlled trial. JAMA 


















The use of a fall prevention tool 
kit correlated with a 15% overall 
lower rate of patient falls in the 
inpatient settings. 
 
As a systems analyst/risk 
anticipator and implementer of 
best practice based on evidence, 
the CNL can draft a toolkit for at-
risk patients in order to lead 
quality improvement (AACN, 
2013). The large sample size and 
multitude of units suggests that 
such toolkits can be implemented 









Study Design Sample Outcome/Feasibility 
Evidence 
Rating 
Fehlberg, E., Cook, C., Bjarnadottir, R., 
McDaniel, A., Shorr, R., & Lucero, R. (2020). 
Fall prevention decision making of acute care 
registered nurses. JONA: The Journal of Nursing 
















Nine themes were identified to 
contribute to fall prevention in the 
nurse staff perspective. The 
conclusion in the abstract has good 
information for nurse leaders:1) 
Transformational leader info, 2) 
promote a practice environment 
that supports reporting falls, 3) 
evaluating unit practice, and 4) 
supporting autonomous nursing 
practice. 
 
Useful for evaluating quality 
improvement ideas that would be 
accepted by staff while 
incorporating the role of the CNL. 
For example: Systems analyst/Risk 
Anticipator: Able to participate in 
systems review to improve the 
quality of client care delivery and 
at the individual level to critically 
evaluate and anticipate risks to 
client safety with the aim of 
preventing medical error. 
Educator: uses appropriate 
teaching principles and strategies 
as well as current information, 
materials and technologies to teach 
clients, groups and other 
healthcare professionals under 
their supervision (AACN, 2013). 
III B 
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Study Design Sample Outcome/Feasibility 
Evidence 
Rating 
McConville, A., & Hooven, K. (2021). Factors 
influencing the implementation of falls 
prevention practice in primary care. Journal of 

















Five themes were identified 
describing the barriers to 
successful fall prevention in the 
inpatient setting. Despite 
established and accessible 
evidence-based clinical guidelines 
regarding fall prevention, primary 
care providers are not routinely 
incorporating evidence-based 
clinical guidelines into their 
practice 
 
The CNL must ensure the 
promotion of the implementation 
of best practices based on evidence 
known. This is useful in 
identifying the barriers that may 
prevent this and act as a guide 
during the creation of related 
quality improvement projects. As 
an information manager, a CNL 
must be able to use information 
systems and technology that puts 
knowledge at the point of care to 








Study Design Sample Outcome/Feasibility 
Evidence 
Rating 
Taylor, B., Tymkew, H., Vyers, K., Taylor, M., 
Roney, W., & Costantinou, E. (2020). 
Implementation of fall preventions over the past 
15 years: Impact on inpatient injury and insights 










in 2017 to 






Provides insight on the 
comparative injury rate and types 
of falls between the years 2001 
and 2017. The most common 
circumstance for falls remains 
elimination issues with a 
prevalence of elimination-related 
falls of 53% in hospitalized 
patients, with 28% of these related 
to nocturnal toileting. In 80% of 
the falls related to nocturnal 
toileting, patients were mobilized 
without waiting for assistance. 
 
The CNL can use the data found in 
the role of a systems analyst/risk 
anticipator in order to both create 
and implement effective quality 
improvement measures to promote 
patient outcomes (AACN, 2013). 
This is also useful in validating the 
efficacy of fall prevention 











Project Charter: Decreasing Patient Fall Rates in the Microsystem   
Global Aim: To standardize implementation of the fall prevention program based on current 
evidence-based practice on the general medical/surgical/telemetry unit of a Northern California 
hospital by December of 2021.  
Specific Aim: To improve the rate of falls from 15 to 7 in adult patients admitted to the chosen  
unit of a Northern California hospital by December of 2021.  
Background 
Falls are used globally as one of the benchmarks for the quality of care that patients receive in 
the hospital setting. Nationally, fall rates and outcomes in large part determine government 
subsidies, oversight, and penalties as well as the customers’ perception of care. Locally, falls 
rates affect a facility’s budget, staffing, and morale. Hospital falls lengthen the average patient’s 
length of stay, increases the chance of both patient and staff injury, and can have long-lasting 
effects on a patient’s quality of life after discharge (Constantinou & Spencer, 2021). The main 
priority of an inpatient facility is facilitating continuously improving patient outcomes. 
Sponsors 
Unit Department Manager George Tutu 
Clinical Adult Services Director Esperanza Chavez 
Assistant Nurse Manager Almaz Haile 
  
Goals 
To provide a standardized and sustainable fall prevention program through a multidisciplinary 
team approach for patients in adult medical/surgical/telemetry units that includes the following: 
1.   Fall prevention education series for floor staff. 
2.   Identification of and education for staff champions. 
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3.   Standardized implementation of fall prevention interventions for patients identified as 
high risk for falls. 
Measures 
Measure Data Source Target 
Outcome     
fall events per 1000 patient 
days 
eRRF; Quality Data <2 
Process     
% patients with fall precaution 
board used for identified high 
fall risk patients using 
SCHMID score 
Room review 
Chart review-Health Connect 
90% 
% patients with connected bed 
alarm system to call light 
system for identified high fall 
risk patients using SCHMID 
score 
Room review 90% 
Balancing     







ANM Co lead   
RN Co Lead   
Department Manager   
Unit Assistant   
Staff Nurse Champions   
Patient Care Technician Champions   
   
   
Measurement Strategy 
Background (Global Aim) To standardize implementation of the fall prevention program based 
on current evidence-based practice on the medical/surgical/telemetry unit of a Northern 
California hospital by December of 2021. 
Population Criteria: Adult patients admitted to the chosen unit 
Data Collection Method: Data will be obtained from eRRF audit reports, chart reviews, and on-
site room reviews from the last six months to establish a baseline. After baseline data is 
collected, chart review and room observations of 20 rooms and at least 25 patients. The data plan 
will be reevaluated biweekly based on results. 
Data Definitions 
Data Element Definition 
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Fall A sudden and unintentional descent, 
regardless of injury, that results in coming 
to rest on the floor. 
Fall Rate The number of patient falls over the number 
of patient days. 
Toileting The act of addressing patient needs for 
elimination. 
Injury Any physical damage, whether permanent 
or temporary, affecting the patient due to a 
fall. 
Measure Description 
Measure Measure Definition Data Collection 
source 
Goal 
Fall rate  N=# falls 
D=# patient days 
eRRF reports <2% 
% rooms identified 
to be using fall board 
when housing high 
fall risk patient 
N= # patients who 
are identified with a 
fall board 
D=# patients found 






Average number of 
days between patient 
fall events 
The average of the 
number of days 
between each 
individual patient fall 
event 
eRRF reports 60 
 Driver Diagram 
 
SecondaryPrimaryAim
Reduction in adult 
patient fall rate by 
50% of baseline over 4 
months
Fall Risk Identification and 
Assessment
Effective/reliable tools for risk 
assessment
Staff trained and know how to use 
assessment tools
Environmental Factors
Reliable technological aides: i.e. 
bed/chair alarms
Specialized Covid 19 isolation 
station rooms
Patient placement in double rooms
Reliable Fall Prevention Process
Easily implementable processes
Simplified and easy followed 
algorithms




Identification of passionate 
champions
Patient Conditions
Management of confused and/or 
specially isolated patients
Effective patient and family fall risk 
education
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Changes to Test 
• Development of a Falls toolkit containing equipment, resources, and information. 
• Plan-do-study-act (PDSA) approach of each individual fall event evaluation. 
• Implementing an effective staff hand-off or knowledge exchange communication tool. 





1. Outcomes manager: synthesizes data, information and knowledge to evaluate and 
achieve optimal client outcomes (AACN, 2013). 
2. Systems analyst/Risk anticipator: able to participate in systems review to improve quality 
of client care delivery and at the individual level to critically evaluate and anticipate risks 
to client safety with the aim of preventing medical error (AACN, 2013). 
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3. Educator: uses appropriate teaching principles and strategies as well as current 
information, materials and technologies to teach clients, groups and other health care 












Appendix G  
 
Budget  
People and Materials Budget          





Number of Units (employee hours per 
month outside of regular schedule and 
materials used per month) 
Total Units 
Estimated cost 





      July August  September October     
                
 
Project manager $1,445 $85 5 4 4 4   17 
RN Champion $1,105 $65 5 4 4 4   17 
Ancillary 
Champion 
$1,105 $65 5 4 4 4   17 
Stationery $25 $5 2 1 1 1   5 
Alarm Cables $3,224 $62 52 0 0 0  52 
SUB TOTAL $6,904               
Requested 
Budget 
 $7,500               
         
  New State Per-
Unit 
Cost  
Number of Units (employee hours per 
month outside of regular schedule and 
materials used per month) 
Total Units 




      July  August September October     
                
 
Project manager $1,440 $90 8 4 2 2   16 
RN Champion $1,258 $74 8 5 3 1   17 
Ancillary 
Champion 
$1,206 $67 8 3 4 3   18 
Stationery $10 $2 3 0 1 1  5 
Alarm Cables $2,730 $65 22 20 0 0   42 
SUB TOTAL $6,644               










Fall Prevention Cost Benefit          





Number of Units (patient falls 
and staff injuries) 
Fall Total  
Cost of Fall Raw 
Total 
Costs 
      Mar Apr May Jun     
                
 
Patient Falls $77,455 $3,500-
$27,000 
5 1 3 1   10 
Related Staff Injuries $19,342 $6,000-
$15,000 
2 0 0 0  2 
SUB-TOTAL $96,797                
                  
                  
  New State Avg Per-
Unit Cost 
Range 
Number of Units (patient falls 
and staff injuries) 
Fall Total  
Cost of fall New 
Total 
Costs 
      July  Aug Sept Oct     
                
 
Patient Falls $17,279 $3,500-
$27,000 
0 2 1  1   4 
Related Staff Injuries $0 $6,000-
$15,000 
0 0 0 0  0 
SUB-TOTAL $17,279               





       
         
Net Fall Prevention 
Financial Benefit of 
Project: 
$72,874 




















1. Identify and orient staff 
champions and begin 
interventions with their 
patient groups. 
2. Unit-wide implementation 
and data gathering for 
effectiveness or change. 




1. Ongoing manager and 
staff communication. 
2. Adapt learnings into 
planning of next cycle. 







1. Create and implement 
high fall risk care 
boards. 
2. Collect data on boards 
used correctly and 
incorrectly. 
3. Ensure proper 
connection between call 




1. Analyze oncoming data 
and compare data to plan 
predictions. 
2. Examine staff validation 
and education of 
interventions. 
3. Identify learnings for 





CNL Project: Statement of Non-Research Determination Form 
 
Student Name: Kevin Dwayne Sanchez Camaya_                                                                                                                
Title of Project: Decreasing Patient Fall Rates in the Microsystem   
Brief Description of Project:      Falls are used globally as one of the benchmarks for 
the quality of care that patients receive in the hospital setting. Hospital falls lengthen the 
average patient’s length of stay, increases the chance of both patient and staff injury, 
and can have long-lasting effects on a patient’s quality of life after discharge. There has 
been an increased number of falls in the unit microsystem since the start of 2021. This 
project was chosen to improve the main priority of inpatient facilities: facilitating 
continuously improving patient outcomes. 
A) Aim Statement: By December 2021, the implementation of a standardized fall 
prevention protocol on the medical/surgical/telemetry unit of a Northern California 
hospital will reduce inpatient fall rates by 50%.  
B) Description of Intervention: Implement fall prevention communication boards as 
well as ensuring the integration of the currently available call light technology with 
bed and chair alarms on all patients identified as high risk for falls. 
C) How will this intervention change practice? This intervention will be more inline 
with current evidence-based practice outlining the effectiveness of individualized 
fall prevention protocols and toolkits, promoting improved patient outcomes. 




To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, 
the criteria outlined in federal guidelines will be used:  
(http://answers.hhs.gov/ohrp/categories/1569)  
☐   This project meets the guidelines for an Evidence-based Change in Practice Project as 
outlined in the Project Checklist (attached). Student may proceed with implementation. 
☐This project involves research with human subjects and must be submitted for IRB approval 
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before project activity can commence. 
Comments:   
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST * 
 
Instructions: Answer YES or NO to each of the following statements: 
Project Title:  
 
YES NO 
The aim of the project is to improve the process or delivery of care with 
established/ accepted standards, or to implement evidence-based change. There is 
no intention of using the data for research purposes. 
X  
The specific aim is to improve performance on a specific service or program and is 
a part of usual care.  ALL participants will receive standard of care. 
X  
The project is NOT designed to follow a research design, e.g., hypothesis testing 
or group comparison, randomization, control groups, prospective comparison 
groups, cross-sectional, case control). The project does NOT follow a protocol that 
overrides clinical decision-making. 
X  
The project involves implementation of established and tested quality standards 
and/or systematic monitoring, assessment or evaluation of the organization to 
ensure that existing quality standards are being met. The project does NOT 
develop paradigms or untested methods or new untested standards. 
X  
The project involves implementation of care practices and interventions that are 
consensus-based or evidence-based. The project does NOT seek to test an 
intervention that is beyond current science and experience. 
X  
The project is conducted by staff where the project will take place and involves 
staff who are working at an agency that has an agreement with USF SONHP. 
X  
The project has NO funding from federal agencies or research-focused 
organizations and is not receiving funding for implementation research. 
X  
The agency or clinical practice unit agrees that this is a project that will be 
implemented to improve the process or delivery of care, i.e., not a personal 
research project that is dependent upon the voluntary participation of colleagues, 
students and/ or patients. 
X  
If there is an intent to, or possibility of publishing your work, you and supervising 
faculty and the agency oversight committee are comfortable with the following 
statement in your methods section:  “This project was undertaken as an Evidence-
based change of practice project at X hospital or agency and as such was not 
formally supervised by the Institutional Review Board.”  
X  
 
ANSWER KEY: If the answer to ALL these items is yes, the project can be considered an 
Evidence-based activity that does NOT meet the definition of research.  IRB review is not 
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required.  Keep a copy of this checklist in your files.  If the answer to ANY of these 
questions is NO, you must submit for IRB approval. 
 
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human 
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